Background: Mothers own milk (MOM) and pasterised human donor milk (PDHM) may not satisfy the nutritional need of preterm infants due to higher nutritional requirements and hence current standard practice is to add human milk fortifier. This is often performed based on assumed macronutrient composition, which may result in over or under fortification. We aimed to assess breast milk composition and to evaluate whether protein requirement of preterm neonates were met and also evaluate the role of individualised fortification of MOM.
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Methods: Preterm neonates birth weight (BW) ≤1800 g or gestational age (GA) ≤32 weeks) admitted to Nepean NICU were recruited for this prospective observational study. MIRIS human milk analyser was used to measure the macronutrient content of MOM samples. The dietary nutritional intake was calculated and compared based on the measured values and the assumed values of MOM (Protein-1.5 g/100 mL and Energy-67.00 Kcal/100 mL).
Results: Total 478 MOM samples from 35 preterm neonates (median GA 28 weeks) were analysed. Our results showed that protein and energy content of MOM was variable, with protein content significantly deviated from assumed protein content of 1.5 g/100 mL. The range of protein content was between 0.49-2.76 g/100 mL (median 1.14 g/100 mL). Taking into consideration of actual protein contents of MOM, most of the study preterm neonate's nutritional intake was below the recommended guidelines from ESPGHAN.
Conclusions: Our study documents the feasibility and supports the use of MIRIS human milk analyser in NICU. Routine breast milk composition analysis and individualized fortification may be helpful to meet the recommended protein intakes in preterm neonates. Background: Diastolic dysfunction (DD) is primarily an echocardiographic diagnosis. Its clinical counterpart is diastolic heart failure, where the heart has difficulty to fill at normal pressure and the patient develops signs of pulmonary edema. Although common in adults, limited information is available in preterm infants. The aim of this study is to explore the frequency of DD in preterm infants and describe the clinical manifestation in this population.
DIASTOLIC DYSFUNCTION AND DIASTOLIC HEART FAILURE IN PRETERM INFANTS
Methods: This is a retrospective observational study in preterm infants <30 weeks' gestation who received an echocardiography for clinical signs and symptoms of cardiorespiratory compromise in the first 4 weeks after birth. DD was graded as indeterminate or definite if 2 or 3 out of 5 conventional diastolic ultrasound parameters were abnormal.
Results: We analysed 168 scans of 91 infants with mean gestational age of 26 weeks. DD was absent, indeterminate and definite in 82%, 14% and 4% of the scans respectively. DD was associated with a higher respiratory severity score (mean airway pressure x FiO2), higher pCO2 and respiratory deterioration in the 48 h before the scan. In 7 scans (4%) diastolic heart failure was diagnosed with both ultrasound and clinical signs present. Logistic regression found postnatal age and a patent ductus arteriosus significantly contributing to DD, with cumulative risk increasing after one week of age (chi square = 23, p < 0.001).
Conclusion: Diastolic dysfunction on echocardiography is relatively common in preterm infants while clinical diastolic heart failure is less frequent. Prolonged exposure to volume load was the most common cause of DD. Methods: Using Plan, Do, Study, Act cycle (PDSA) a literature review was undertaken to identify intubation documentation standards. University College London (UCL) study (2016) 2 was identified as an intubation-specific procedure standard & additionally demonstrated a subsequent improvement in pre/postintervention documentation (p < 0.001-0.04). A local consensus was reached on 14 items for a distinctive intubation documentation standard & audit cycle was undertaken with introduction of a unique adhesive documentation aid memoir. Results: Baseline audit results (n = 12) demonstrated average adherence to documentation standard in the pre/post intervention groups improved from 67.3% to 85.8% (p = 0.01) with 100% sticker implementation. The target benchmark (90% of all 14 items completed) improved from 33.3% to 50% pre/postintervention.
Conclusions: The use of the PDSA cycle resulted in the development of a novel sticker & a statistically significant improvement in documentation standard. The information captured on the intubation sticker will be analysed for further details including, reasons for intubation, designation of staff performing intubation and overall numbers of intubations. We will continue to re-audit the documentation standard alongside monitoring rates of endotracheal intubation associated complications with the aim of reducing further SAE's and supporting CPI. 
